MISSOURI DIVISION OF HEALTH.— STANDARD CERTIFICATE OF DEATH —63-00]664

DEPARTMENT OF PUBLIC HEALTH AND WELFA lms 24 3 STATE FILE TN
- . Reginraf‘F il':] rlmafy Registration District N ————Registrar's No. e

DO NOT WRITE AME
ON THIS STUB NDED

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before

VS 300 a. COUNTY . o STATE \rs cooqurd B COUNTY admissicn}

Rev. 4/59

b. Cé'l;\' {if outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

O St, Louis, W st Louts, Yool Mo D

c. FULL NAME OF [If NOT in hmpmnl ive Iacafian) + Inside Limits d. STREET {If outside, give location) Reside on Farm

eminion OvF, b gascmggeggal fmfvwo wal] ™™ 39140 Michigan ave, _|wD %o

3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year

(Type or print) Cecelia K, Grahl bA™  March 2 , 1963

5. SEX & COLOR OR RACE 7. Maried @ Never Married [ 8. DATE OF 31RTH | 9 AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 KR

Female White Widowed [ Divorced [ 11/22 5188 5 78 Manths | Days Hour_gT Min.

104, USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 31. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if ratired) L
Belleville, Iliinoi U,S,A,
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR: WIFE

_QMlgE_Ex?le—___Marx_SMudeL_____ Albert srahl
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes, no, or unknown) | {If yes, give war or dates of irml

No Albert F, Grahl 3419 Gasconade St,

18. CAUSE OF DEATH {Enter only one causs pi INTERVAL BEYWEEN
PART . DEATH WAS CAUSED B ONSET AND DEATH

7 IMMEDIATE CAUSE (s) ﬁmto SCLyzoTIC Aaanr Dise4SE

Cenditions, if any, DUE TO {b) QJ.\, R Ly
which gave riss to

bhove . i
o e ) K ‘/ Ro0
lying cause last. DUE TO {c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminel PART i1, f d y was  female wad
disease condition given in PART | (a) there & Bregnancy in last 90 da
. l 0O Yes I XNo I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW (NJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
P RMED? [} A a .
YES ] NO'

20¢. TIME OF Hour Month, Day, Year
INJURY am,
. Bt

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, street, office bldg., efc.) ;
NOT WHILE A_T W RK [J

- i / L]
ol 13 N the deteased fram J“Lf fQLP ’ H 5 H L3 ——and last 1» -15“.““ on J:l m, LB

Death occurred at. 3 ‘lZI- P. m on thae date stited above, and to the best of my knowledge, from the causes stated.

22a, Slﬁ'ﬂl“ E C (f)eqree or tille! . 2:;:‘?0 AD%RE% 5 . ; M ]ATE SIGNED)

230. BURIAL, CREMATION, | 23b. DATE I 23c. NAME OF CEMETERY OR'CREMATORY 23d. LOCATION (City, town, or county) ‘(S'BT‘)
REMOVAL (Specify) .
Burial 3/5/63 SS.Pater and Paul Cemeteryl St, lo Migsouri

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY ﬁﬁém 26. REGISTRAR'S SIGNATURE

Gebligp-byns Yogjuety 2842, Verano St.

J@ATE AMENDED
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBEON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Me Student Embalmer No.____

\;vorking under my personal supervision. %{ g
Sfudenl slgned ~
) Signature of Student Embalmer

Llcensed Embalmer No._4249

P. O. Address__ 2842 Meramec St,
St. Louls 18, Missouri
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in_his OWN HANDWRITING (Fallure to comply
with the above constitutes grounds for revocation of license).

[f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
if this body is not embalmed, fact should be so stated above.




